This patient was receiving flupenthixol con currently, and questions may arise as to which drug was implicated. There are three factors which suggest that loxapine was the drug responsible in this case.
Firstly, the patient had been on flupenthixol decanoate for more than four years whereas loxapine was intro duced only three weeks before the event. In 89% of the cases containing relevant data reviewed by Shalev & Munitz (1986) , NMS was recognised shortly after the initiation of a new drug. Secondly, a change in dosage of neuroleptic medication has been noted to precede the onset of the syndrome. This was the situation with our patient with respect to loxapine.
Thirdly, the symptoms resolved completely within five days, while the muscle enzymes took longer to return to normal levels. This quick resolution of symptoms is more characteristic of oral medication, with NMS tending to be of longer duration when pre cipitated by depot preparations, particularly when the dosage is high, as in the case of our patient.
Conclusion
NMS has been reported with numerous neuroleptics.
In a bid to treat refractory symptoms or to reduce side-effects, newer preparations are being intro duced. It is important to remain vigilant with regard to adverse effects, particularly NMS, as it is an underdiagnosed and potentially life-threatening condition.
References CAROFT, S. N. (1980) because of its ability to mimic a great variety of medical, neurological and psychiatric conditions (Rundell & Wise, 1985; Lishman, 1987; Sirota eta!, 1989) . Although the incidence of tertiary syphilis has declined markedly since the advent of antibiotic therapy (e.g. Burke & Schaberg, 1985) , it has not been eliminated as a health problem. Case reports (e.g. Brooke eta!, 1987; Sirota eta!, 1989 ) and larger surveys (e.g. Burke & Schaberg, 1985; Emsley et a!, 1988 ) document its persistence in both classic and atypical forms. The disease in many of its forms may be easily missed because of its resemblance to other disorders. Neurosyphilis may manifest itself in a number of distinct forms including lues cerebri, syphilitic memngomyeitis, tabes dorsalis, and general paralysis of the insane (GPI; Lishman, 1987) . The psychiatrist is probably most familiar, at least historically, with GPI, with its classic presentations of manic depressive psychosis and dementia.
It is perhaps less common for the psychiatrist to encounter tabes dorsalis, although it may present with features suggestive of a somatoform disorder (Rundell & Wise, 1985) . This paper describes a case in which a medical team requested psychiatric con sultation for evaluation of a suspected somatoform disorder. The consultation was requested before making the diagnosis of tabes dorsalis as the cause of a patient's chronic pain and diffuse neurological abnormalities.
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Case report
The patient was a 55-year-old black woman with a history of diabetes, hypertension, and arthritis. She was admitted to a hospital's medical service with complaints of sharp pain, weakness and numbness in her left leg. Her condition had worsened during the previous two months. Neurological consultants proposed diagnoses of diabetic peripheral neuropathy and painful radiculopathy, as well as probable previous undetected stroke, and recommended further studies. Brain nuclear magnetic resonance imaging (MRI) revealed patchy periventricular white matter lesions intheregionof theoccipital hornsand trigone, consistent with small-vessel ischaemic disease, but there were no findings which correlated with left leg pain and there was no evidence of thalamic infarction. An electroencephalogram (EEG) showed rare sharp waves and a mild slow-wave abnormality on the left temporal area. Lumbosacral MRI showed degenerative disc disease with posterior bulging discs at L4â€"L5 and L5â€"S1 levels, but there was no evidence of nerve root compression. These findings did not explain the patient's symptoms.
During psychiatric evaluation the patient complained that she had suffered severe, paroxysmal, burning â€˜¿ knife-like' pain, which had worsened during the previous two months. She also noted intermittent left-sided numbness and weakness. She admitted to frequent tearfulness related to her severe pain and the limitations it imposed. She produced a photograph taken six months earlier of herself playing football at a church picnic, and she offered it to illustrate her usual active participation in social and recreational activities. She made it clear that she was accustomed to doing things for others, but that being ill and dependent on others was very difficult for her. She felt that the hospital staff did not understand her desire to be as independent as possible while in the hospital, and that her sense of being misunderstood contributed to her dysphoria and tearfulness during her hospital stay. She reported that she had been anxious at times, and had had at least one episode of shortness of breath for which no clear explanation had been found. The patient reported that she lived alone, and that her husband had been deceased for seven years. She had been active in her church group, although her activity had been The initial impression of the psychiatric consultants was that the patient was suffering from organically based pain. Her psychological reaction was characterised by difficulty in adjustment to her physical illness, which warranted the diagnosis of adjustmentdisorderwith mixed emotional features. Psychodynamically, the striving for independence which represented her defence against unfulfilled dependency One week after psychiatric consultation was begun, the CSF FTA-ABS study was reported as strongly reactive. Converging clinical and laboratory findings suggested the diagnosis of neurosyphilis, specifically tabes dorsalis. The patient was treated with a ten-day course of intravenous
UNDIAGNOSED TABES DORSALIS
a premature primary psychiatric diagnosis. Much earlier, Freud (1905) mentioned a patient referred to him for psychotherapeutic treatment of hysteria, whom he diagnosed as having tabes and referred subsequently for mercurial injections which were therapeutically successful. He noted the paucity of findings on mental status examination as a factor leading him to exclude a diagnosis of hysteria.
Psychiatrists are aware of the fact that tertiary syphilis can present as a variety of major psychiatric syndromes. It is perhaps less likely that the disease will be included in the differential diagnosis of a suspected somatoform disorder when the mental status examination is relatively unremarkable. We report this case to reinforce the awareness of the persistence of neurosyphilis as a health problem, and to inform consulting psychiatrists that it is still with us as a â€˜¿ great imitator' which can assume unusual behavioural presentations.
